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5 Dimakakos PB, Kotsis T, Tsiligiris B, Antoniou A, Mourikis
D. Comparative results of staged and simultaneous bilateralSir,
carotid endarterectomy: a clinical study and surgical treatment.I found it interesting to read the impressive results
Cardiovasc Surg 2000; 8: 9–17.of the bilateral one-stage carotid endarterectomy by
Kumar et al.1 and would like to take this opportunity
to endorse their surgical approach following our own
experience on the matter. Reports of simultaneous Bilateral Carotid Endarterectomy
bilateral carotid endarterectomy (SBCE) in cases of
significant bilateral occlusive disease is rare in the Author’s Reply
literature in the last 30 years.2,3 This is mainly caused
by the fear of a higher incidence of neurological com- Thank you for offering us the opportunity to reply to
plication,4 myocardial infarction or hyperperfusion the letter from Dimakakos.
syndrome. In particular, the risk of damage to the Most of the papers Dimakakos quoted include
cranial nerves during SBCE exists, carrying distressing patients who have undergone bilateral one stage caro-
consequences in the case of bilateral lesions. However, tid endarterectomy for asymptomatic disease. The
as our experience has shown in the last decade5 the message from our paper is that bilateral one stage
risk of such complications as a result of iatrogenic carotid endarterectomy is only indicated in patients
trauma is avoidable with a good surgical technique. with bilateral symptomatic disease.
Rigorous selection of patients is also a prerequisite
for a one-stage bilateral carotid reconstruction. We Sewa Singh
reported the indications for SBCE, together with our Doncaster, U.K.
results, which were comparable with those patients doi:10.1053/ejvs.2001.1507,
who had undergone staged bilateral carotid end- available online at http://www.idealibrary.com on
arterectomy.5 The authors add one more indication for
SBCE, i.e. patients with crescendo transient ischaemic
attacks, and we agree with this.
Patient Scoring Systems
P. B. Dimakakos
Athens, Greece Sir,
doi:10.1053/ejvs.2001.1498, The article by Shuhaiber et al.1 highlights the import-
ance of good surgical audit in a non-specialist vascularavailable online at http://www.idealibrary.com on
unit using a widely accepted scoring system for as-
sessing post-operative morbidity and mortality.2
This is a timely report and illustrates the truly
excellent results that can be achieved in aortic an-References
eurysm repair in a non-specialist single-handed vas-
1 Kumar ID, Singh S, Williams G, Train J. Bilateral one-stage cular unit with small numbers per year. Recent trends
carotid endarterectomy – is there an indication? Eur J Vasc Endovasc in vascular surgery have gone towards regionalisation
Surg 2001; 21: 575–576. and centralisation of resources to vascular units serv-2 Clauss RH, Babu SC, Ratel KR et al. Simultaneous bilateral
carotid endarterectomy operations. J Cardiovasc Surg 1985; 26: ing a catchment area of at least 500 000 inhabitants.
297–299. This rationale certainly has its merits but can place
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Many rural areas in Ireland, like the United King- I agree with authors that this process should be
undertaken on a regular basis in a ‘‘blame-free’’ en-dom, are remote from large vascular units and have
large elderly populations with a high incidence of vironment. In reality, all surgeons should now be
trained to deliver the best quality of clinical care, givenvascular disease. Non-specialist vascular units can
only be justified in these areas provided the results the improved structure of surgical training. It is those
same surgeons, trained in tertiary centres under theobtained are on par with larger centres.
We are currently evaluating our results of extra- supervision of experts, that now are operating in dis-
trict hospitals serving a sometimes skewed sample ofcranial vascular reconstruction from a similar non-
specialist setting using POSSUM and P-POSSUM as the population. Cook et al. has noted that 14% of
patients fell within the high-risk category (>50% mor-predictors of outcome. The number of cases performed
per year does not necessarily indicate excellence.3 Non- tality predicted) at a district hospital compared with
only 8% at a teaching hospital.4specialist vascular surgery units, in particular, must
be the subjects of regular and transparent audit in So why should a difference in morbidity and mor-
tality outcome still exist among us? The current at-order to justify their existence and the service they
give to their local population. tempts by the surgical community to answer such
questions seems vital. I recommend that we should
P. Brady and W. Joyce identify potentially confounding variables before ad-
opting additional predictive variables. We should alsoCavan, Ireland
doi:10.1053/ejvs.2001.1505, recognise surgical errors as an important variable,
with the potential for improved performance throughavailable online at http://www.idealibrary.com on
critical incident reporting. Toni Lerut, President of the
European Surgical Association, has stated that ‘‘the
quality of surgical training is the single most importantReferences
factor in reducing intra-surgeon variation’’.5 A well-
trained and well-supervised trainee should obtain1 Shuhaiber JH, Hankins M, Robless P, Whitehead SM. POSSUM
for the prediction of mortality and morbidity in infra-renal ab- results equal to a senior surgeon.6
dominal aortic aneurysm repair. The Hastings experience. Eur J
Vasc Endovasc Surg 2001; 22: 180–182. J. H. Shuhaiber
2 Copeland GP, Jones D, Walters M. POSSUM: a scoring system
Chicago, Illinois, U.S.A.for surgical audit. Br J Surg 1991; 82: 408–411.
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surgical experience, hospital type and operative mortality. Acta
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erans Administration National Surgical Quality
Improvement Program in North America as a more
comprehensive model regarding case mix adjustment Haemorrhage Associated with Combined
Clopidogrel and Aspirin Therapybut which scoring system to use remains a dilemma.3
Nonetheless, the overall purpose of any scoring system
Sir,is the accurate prediction of outcome, which could
influence treatment decisions and rationalise resources. Antiplatelet therapy with clopidogrel (PlavixTM) is at
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